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Summary
Introduction: Primary malignant lymphoma of the mandible is rare. It is frequently mistaken
for a dental lesion, delaying diagnosis. We here report a case of mandibular lymphoma and
present the clinical and radiological characteristics and means of treatment of this pathology.
Case report: A 17-year-old woman consulted for right facial tumefaction with 1 year’s evolution.
Clinical examination found a mass facing the horizontal branch of the mandible, extending to
the right parotid region without cutaneous involvement. CT and MRI showed a large expansive
process of mandibular origin with parotid, temporal and intracranial extension. Biopsy indicated
large B-cell lymphoma. The patient showed good evolution 2 years after chemotherapy.
Conclusion: Lymphoma is the second most frequent form of head and neck tumor, after epi-
dermoid carcinoma. Only 0.6% of locations are mandibular, almost always consisting of B-cell
lymphoma. They are often initially misdiagnosed as a dental pathology. Complete remission
after chemotherapy ranges from 60 to 80% at 1 year.
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rimary malignant lymphoma of the mandible is rare. It
s frequently mistaken for a dental lesion, delaying diag-
osis. We here report a case of mandibular lymphoma
ith a review of the literature, to present the epidemi-
logical, clinical and radiological characteristics of this
athology.
∗ Corresponding author.
E-mail addresses: mnejjamalek@gmail.com (M. Mnejja),
bdelmonem.ghorbel@rns.tn (A. Ghorbel).
t
t
r
b
v
o
(
p
n
m
879-7296/$ – see front matter © 2010 Published by Elsevier Masson SAS
oi:10.1016/j.anorl.2010.07.009sson SAS.
bservation
17-year-old woman, without history of pathology, con-
ulted for right facial tumefaction with 1 year’s evolution,
ith associated dental pain but no local signs of inﬂamma-
ion. Clinical examination found a hard pain-free mass facing
he horizontal branch of the mandible, extending to the
ight parotid region, without cutaneous involvement. Intra-
uccal examination found obstruction of the entire inferior
estibule. Panoramic dental X-ray found an osteolytic lesion
f the horizontal branch of the mandible (Fig. 1). CT-scan
Fig. 2) and MRI (Fig. 3) showed a large right-side expansive
rocess of mandibular origin, with multi-lobe heteroge-
eous tissue signal contours enhanced by contrast injection,
easuring 10 cm at its widest level, showing parotid, tem-
.
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age [7], but mean age at detection is 57 years [1], with aFigure 1 Panoramic X-ray: osteolytic mandibular lesion.
poral and intracranial extension. Tumor biopsy, taken with
a vestibular approach, indicated CD20-positive large B-
cell lymphoma. Remote thoraco-abdomino-pelvic CT scan
found an ovarian tumor and bilateral kidney tumor, multiple
retroperitoneal and pelvic adenopathy and osteolysis of the
p
t
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Figure 2 Coronal and axial CT slices: tissue density process, heter
osteolysis in the horizontal and vertical branches of the mandible an
Figure 3 Coronal and axial MRI: heterogeneous mandibular osteol187
ight scapula and 5th rib and D8 collapse. Malignant non-
odgkin’s ovary, bone and kidney large-cell lymphoma was
hus diagnosed, and the patient underwent four courses of
hemotherapy (rituximab, doxorubicin, cyclophosphamide,
indesine, bleomycin, prednisolone [RACVBP]), with good
esponse, and subsequent autograft, which showed good
volution at 2 years’ follow-up.
iscussion
on-Hodgkin’s lymphoma (NHL) is a malignant proliferation
nvolving the lymphoid tissue [1]. Thirty percent of cases
resent with primitive extraganglionic lesions [2]. The head
nd neck region is involved in 30% to 40% of cases [3].
rimitive bone locations are very rare. In head and neck
nvolvement, bone location is most frequently mandibu-
ar [4,5], and concerns about 0.6% of extraganglionic NHLs
ccording to Bachaud et al. [6]. Incidence increases withredominantly male sex-ratio [1,4,8]. The present case has
he originality of very early onset.
Symptomatology is polymorphic, with non-speciﬁc semi-
logy on both clinical and X-ray assessment, which accounts
ogeneously enhanced by contrast medium, inducing geographic
d extending to deep facial spaces.
ysis tissue signal process, invading deep facial spaces.
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or the difﬁculty of and delay in diagnosis. A mean inter-
al to diagnosis and treatment of 3.9 months (maximum, 7
onths) was reported [5]. In the present case, the patient
onsulted 1 year after onset of mandibular tumefaction.
Clinical semiology is dominated by chronic local pain,
hich may mislead diagnosis towards rheumatism in elderly
atients [4]. Palpable mandibular tumefaction, as found
n the present case, associated with local adenopathy is
uspicious [4]. Initial confusion with dental pathology is fre-
uent [9]. Treatment-resistant dental inﬂammation may, for
period of weeks or months, be the only manifest symp-
om [5]. Associated mobility or loss of teeth, trismus, and
aresthesia or anesthesia of the lips and chin have also been
eported [1,4,6,7,9,10].
Radiological semiology is poor but quite suggestive:
icro-lacunae may, in rare cases, give the bone a moth-
aten or honeycomb aspect. Imaging may also reveal
athological fracture or, more often, osteolysis with or with-
ut associated condensation of neighboring soft tissue or
eriosteal thickening [4,9]. Differential diagnosis mainly
oncerns bone infection: chronic osteomyelitis, myeloma,
ndifferentiated carcinoma, osseous sarcoma and bone
etastasis [4].
Anatomopathological diagnosis is based on deep bone
iopsy. Diffuse large B-cell lymphoma is frequently found
4], as in the present case.
NHL can involve any organ. Imaging, and whole-body CT-
can in particular, is needed to explore for other locations
o as to classify the affection. Bone scan is indicated in
ase of clinical signs of osseous involvement beyond the
andible. Fluorodeoxyglucose (FDG) PET-scan provides no
urther information than CT [7].
Prognosis is poorer in maxillary NHL than in mouth
avity soft tissue involvement. In single-focus lesions, prog-
osis is relatively favorable, with fairly long survivorship
nd more than 60% remission at 5 years [6]. A variety of
hemotherapy programs are available (CHOP, CHOP-Bleo,
tc.). Most authors recommend radiotherapy [10,11]. Heavy
olychemotherapy followed by autograft should be reserved
or forms associated with poor prognosis (remote extension,
-phenotype) [12].
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